The present study tested the hypothesis that the efficacy of sucrose in reducing pain during the Cold Pressor Test (CPT) was related to its hedonic value. To this aim, we determined the most preferred level of sucrose and the analgesic properties of 24% w/v sucrose during the CPT in 242, 5-to 10-year-old children and their mothers. Outcome measures included pain thresholds (the time at which discomfort was first indicated) and pain tolerance (the length of time the hand was kept in the cold water bath). Although children, as a group, preferred significantly higher sucrose concentrations than adults, there were individual differences that allowed us to group them on the basis of those who preferred sucrose concentrations below that used in the CPT (24% w/v) and those who preferred levels R24% w/v sucrose. Regardless of such groupings, sucrose was not an effective analgesic in adult women. Unlike adults, the more children liked sucrose, the better its efficacy as an analgesic. That is, children who preferred R24%w/v sucrose exhibited an increased latency to report pain and tolerated pain for significantly longer periods of time when sucrose was held in their mouths relative to water. This effect was more pronounced among normal weight when compared to overweight/at risk for overweight children. The role that dietary habits and individual differences contribute to the preferences for sweet taste and its physiological consequences in children is an important area for future research. q
Introduction
Sweet-tasting solutions reduce pain in young infants (Blass and Hoffmeyer, 1991; Stevens et al., 2004) . After painful procedures such as a heel stroke, infants who had sugar water, but not water alone, placed on their tongues spent less time crying and quickly attained a normal heart rate state (Blass and Watt, 1999; Fernandez et al., 2003) . Tasting sucrose also attenuated a negative electroencephalographic response to the non-invasive, yet noxious, heel stroke procedure (Fernandez et al., 2003) , thus suggesting that sucrose blocks pain afferents which, in turn, diminishes stress and cardiac changes. Because non-caloric sweet substances such as aspartame mimic the calming effects of sucrose (Barr et al., 1999; Bucher et al., 2000) and because the administration of sucrose by direct stomach loading is ineffective (Ramenghi et al., 1999) , afferent signals from the mouth, rather than gastric or metabolic changes, appear to be responsible for the analgesic properties of sweet tastes.
Although the association between sweet taste and analgesia is evident during infancy, little is known about the pain-reducing properties of sugars during other stages of the lifespan. To our knowledge, there is only one study that suggested a sucrose-induced analgesia during childhood (Miller et al., 1994) . Here, 8-11-year-old children underwent a cold-induced pain stimulus test, hereafter referred to as the cold pressor test (CPT) on two successive days while holding either sucrose solution or water alone in their mouths. Intraoral sucrose, but not water, delayed children's reporting of pain onset (e.g. pain threshold), but did not affect the amount of time they kept their arms in the cold water bath (e.g. pain tolerance).
Studies on the sweet-taste-induced analgesia in adults are also limited. While some studies suggested no effects (see in Mercer and Holder, 1997; Miller et al., 1994) 
